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on either side of the fibrous attachment of the soft palate to
the bone, and dividing freely. This proceeding allows the
parts to fall, and in most cases to come together with very
little interval, and is a most essential feature of the opera-
tion. The pared edges of the soft palate can then be
brought in contact by means of horsehair stitches passed on
rectangular needles, and the silver wire, which is passed by
means of Smith’s needle through the anterior portions of
the cleft, can be twisted as far as is thought prudent, and
can be further tightened up before the operation is con-
cluded. The former methods of avoiding tension by dividing
the muscles, the palato-glossus, palato-pharyngeus, and
levator palati, are now simplified by using a free incision,
which runs from near the alveolar margin in front, parallel
to the edges of the flap, backwards to the middle of the
soft palate. These being made on either side, allow the
approximation of the raw edges when the wire stitches are
finally twisted up. Notwithstanding that the bleeding is
often free, it generally stops with a little firm pressure with
a sponge ; and although it has happened that the haemor-
rhage has been so serious as to necessitate plugging of the
posterior palatine artery in its canal, which is not difficult
to find, I have fortunately never met with such an accident.
The after-treatment calls for the greatest patience and

tact on the part of the nurse. The child must be prevented
from crying as far as possible, and nothing but fluid food
should be given for the first ten days, after which fish and
chicken may be allowed, but must be finely divided and
passed through a fine sieve. Unless there is reason for
doing so, I never permit the mouth to be opened for inspec-
tion until the end of a week after operation, and the patient
must not be permitted to talk for a still longer period.
The stitches need not be touched until union is firm, and
may be left for several weeks if the superfluous wire has
been cut short to prevent it catching the food or irritating
the tongue. If draughts are avoided the patient may be
dressed, and allowed to move about in the course of a week,
or even less.
The results obtained will naturally interest you, and

from the books of this hospital and of the Hospital for Sick
Children, and from my private note-books, 1 find that I
have performed the operation on sixty different individuals,
some of whose cases required a second, a third, or even a
fourth additional sitting m order to effect complete closure.
Two of these were adults, in both of whom the greater part
of the fissure was united. One was a widow of twenty-seven,
the other a young man of nineteen, the cleft being congenital
in both cases. The remaining fifty-eight were children of
different ages, the time for operation depending upon the
considerations just mentioned in most cases, or, as in some,
upon the age at which they were first sent to see me. Of
the total number one child died of diphtheria, contracted
during an epidemic which occurred soon after the
operation was performed; but, including this, only seven
failed entirely at the first sitting, and of them two
were treated successfully at a subsequent operation.
Twenty-eight cases were 11 partially successful"; that
is to say, more or less union was obtained at the
first operation, and of these nine were subsequently com-
pletely closed. Probabiy the latter number would have
been much increased both under the first and second head-
ings but for the unfortunate propensity of the lower classes
to neglect to bring patients to be seen again after an

interval, since it is a gratifying and decided fact that
second operations in these cases are attended by a very large
proportion of satisfactory results. In the remaining twenty-
three cases complete union was obtained at the first opera-
tion. Thus out of fifty-eight cases there were thirty -four
for whom the cleft was entirely closed, nineteen in which
it was partially united, and only five failures, results which,
considering the difficulties surrounding the operation and
the delicate condition of most of such patients, are exceed-
ingly satisfactory. Probably owing to better nutrition, cases
in private practice are more often successful than in hospital.
Where the cleft is very wide, or where failure has attended

a first operation, Sir W. Fergusson, following Dieffenbach,
advocated a method by which the horizontal portion of the
bony palate was punctured by a chisel, and levered towards
the corresponding part on the opposite side, to which it was
secured by wire sutures. I have seen this plan adopted with
euccess in a case which had failed after the ordinary opera-
tion, but have never had occasion to follow it, and I should
prefer in such cases to carry out the ingenious suggestion
which has been recently advocated and successfully carried I

out by Mr. Davies-Colley, which consists of carrying a 6
across from one side of the hard palate to the other.

If you are fortunate in obtaining complete closure of the
cleft, there remains the trouble of getting rid of or modify.
ing that peculiar intonation which is so great a drawback to,
subjects of this deformity. A very great deal can often be
done in this direction, either by those who make a special
study of the correction of these defects of speech, or by
patient tuition on the part of any persevering and intelligent
person. But even if little can be done in this direction, you
will find those patients who are old enough to remember
the inconveniences connected with their former state, be.
cause, as a young lady who had had her palate closed, and
who brought her younger sister to me for the same opera-
tion, besides the improvement in the voice, there is such
great relief from the inconvenience attendant upon swallow.
ing and the lodgment of food in the cleft and in the nasal
cavities. 
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ON THE RADICAL CURE OF HERNIA, WITH
ESPECIAL REFERENCE TO CERTAIN

METHODS OF OPERATING.
BY WILLIAM H. BENNETT, F.R.C.S.,

SURGEON TO ST. GEORGE’S HOSPITAL.

(Concluded from page 601.)

IT.-CASES IN WHICH THE CONTENTS OF THE SAC
CONSIST OF BOTH OMENTUM AND BOWEL.

As has already been stated, the prospects of a radical
cure in the true sense-i.e., leaving the patient entirely
independent, under ordinary circumstances, of the use
of trusses-are considerably less in these cases than m
those previously discussed, the main obstacles to complete
success being the large size of the ring, the rigidity of
the structures, which render the approximation of the walls
of the canal difficult and sometimes impossible, and the
entire absence of any inclination to spontaneous contraction
of the parts, excepting in hernia of very recent origin
rarely seen in this class of case, which is almost always of
long standing. It necessarily follows that the amount of’
relief ultimately obtainable will often depend solely upon.
the actual strength of the barrier across the internal ringy
since the help afforded by the approximated walls of the-
canal is in most cases not of much permanent value. The
degree of the rigidity of the parts is determined to a great
extent by the chronicity of the hernia; it also appears to
be in direct proportion to the amount of omentum which
the sac contains, whilst it is comparatively independent
of the quantity of bowel. It has long been an,

accepted principle in operations for the radical cure

that all redundant or altered omentum should be liga,
tured and removed, the stumps being returned into the
abdomen and left to their own resources. Personally, I
have for some time felt that by this wholesale remo-fa)
valuable material is sacrificed, some of which should be
utilised for strengthening the barrier across the internal
ring-certainly in all inguinal cases of this kind, and in
some umbilical hernise. Acting upon this view, I have
been led to utilise the omentum in appropriate cases in the
way described in the following operation, which is not
intended to apply to instances in which merely a tag of
recent omentum is found in the sac whilst operating upon
younger subjects, in whom the ring is nearly always of
moderate siz3, with supple margins.

Details of the operation for the radical cure by the use of
an omental pad in inguinal hernia.-The parts having I
been exposed in the manner already described, the 800 I

is opened and the bowel returned, any adhesions having I
been dealt with in the ordinary way. The omentum is 1
now examined, and a flattened piece selected large
enough to cover the internal ring and overlap its edges
for some distance. Should there be no single piece of the ;
desired size or shape, two smaller portions may be stitche&oslash;
together with carbolic catgut. In most cases, however, a 
suitable flap is obtainable by carefully disentangling the !
omental masses, especially when the structure has become
large and nodular from spontaneous growth in the sac. In E
an ordinary way it is preferable that the flap should I
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be firm and even indurated, rather than too thin and
recent. The portions of omentum not required having
been ligatured and removed two sutures of carbolised
catgut about twelve inches long are passed by means
of a needle through the omental flap, one on each
aide, a short distance from its edges, care being taken
that no vessel is transfixed by the thread. One or more
fingers of the left hand are now introduced by the side of
the omentum (which is not yet reduced) into the abdomen
through the neck of the sac, and a pile needle on a
handle (unthreaded) is passed, from without inwards,
through the abdominal aponeuroses about half an inch
from the outer margin of the external ring, rather
below the level of its upper end. Guided by the
finger the needle passes down the inside of the sac,
<until the point projects through the incision made
in laying it open. The needle, having been threaded with
one end of the outer of the two sutures which transfix the
omental flap, is withdrawn, carrying with it the suture
end, which is left projecting from the abdominal aponeuroses
at the point where the needle entered. The needle (again
unthreaded) is now made to pierce the aponeuroses and
peritoneum about half an inch below the first puncture,
traverses the interior of the sac in the same way, and is
then threaded with the other end of the outer suture,
which is carried through the aponeuroses by the with-
drawal of the needle in the same way as before. This
proceeding is repeated, step by step, on the inner side
of the ring, with the suture transfixing the omental
nap near its inner edge. The resulting arrangement of
sutures &c. is seen in Fig. 6. The omental flap,
together with any ligatured stumps, not previously re-

duced, is now carefully returned into the abdomen, the
eature ends (D, Fig. 5) being at the same time drawn

FIG 5.

&Agrave; Pillars of ring. B. Sac laid open c, Omental pad. D, Sutures

- passing through abdominal aponeuroses and peritoneum above,
and piercing edges of omental pad below.

upon so as to bring the flap over the internal ring and
retain it in position (Fig. 6). The sac is then dealt
with in any manner which seems suitable. If the

’invagination method is used, the final tightening of
the sutures is left until after the sac has been invagi-
mated in the way already described, care being taken
that the invagination suture passes down through the
:sac in front of the omental pad, so that when reduced
and turned inside out the sac lies in front of the omental
,pad, between it and the peritoneum of the anterior
,abdominal wall. The sac having been fixed, the
sutures retaining the omental pad in position are drawn
tight and fastened off. The operation is completed by thebringing together of the wound in the superficial parts after
the walls of the canal have been approximated completely,
or as nearly as practicable, by means of deep sutures of stout
silk, the upper one or two of which may with advantage bemade to transfLx the sac in the way previously mentioned,

By this operation a barrier is provided across the internal
ring, which is composed of the inverted sac in front and the
omental pad behind, arranged in such a way that the
serous surface of the front wall of the sac is in contact)
with the peritoneum on the anterior abdominal wall,
whilst the omental pad is firmly fixed across the serous sur-
face of the posterior wall of the sac. The close and firm
adhesion which rapidly takes place between these parts
produces a barrier of no ordinary strength. In addition to
this, the general matting together which occur’ greatly
helps in keeping together the walls of the canal ; there-
fore acting not only as a barrier, but also as a,

uniting medium. In bringing together the walls of
the canal it is important to use sutures of a permanent
nature (stout silk is, on the whole, the best material),
which should transfix the parts quite close to the edges of
Poupart’s ligament on the one hand, and pass well through
the conjoined tendon on the other.
From what I have seen of this operation I believe

it offers a better prospect of complete success in the
class of case for which I recommend it than any other.
It is hardly necessary to point out that it entirely differs
from the practice which has been adopted by some of
fixing the omentum between the walls of the canal, which
is obviously objectionable from the wedge-like action which
must necessarily be exerted by any plug left engaged in
the canal. It has also been said that omentum fixed in the
canal is prone to act as a guide for conducting the bowel to
a weak point in the abdominal wall, but of this fact I am
by no means sure. In the operation I now advocate the
first of these objections clearly has no place, and, so far as
the second is concerned, I venture to submit that, even
if the bowel were conducted by the stalk of the
omental pad to the situation of the original hernial

FIG. 6.

The dotted lines show omental pad reduced and retained in position.

orifice, the wall is there so strengthened that it would
probably withstand pressure as well as the parts in
the same locality would do in a patient with a weak
ring who had never suffered from rupture. One other
objection remains to be noticed-viz., the possibility of
intestinal obstruction resulting from a knuckle of gut
becoming strangulated by the stalk of the attached piece of
omentum. I do not think that much weight should attach
to this point, for, although Mr. Greig Smith mentions a
case in which strangulation was produced in this way in a
patient in whom the omentum had been fixed in the ring, it
must be an occurrence of such rarity as to hardly afford any
valid objection to a proceeding such as the method here
advocated, in which the advantage derived from the attach-
ment of the omentum over the internal ring altogether out-
weighs the risk of harm resulting from it. Moreover, the
fact should not be overlooked that omental stumps, afber
having been ligatured and returned in orthodox fashion,
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occasionally contract strange adhesions. For example, I
have seen an instance in which a band, produced by
the adhesion of a stump of omentum, was found stretching
across a knuckle of the ileum, and although no obstruction
had actually resulted, it was plain that most of the
conditions necessary for its production were present. I am
therefore inclined to think that practically the risk of
obstruction is really not more when the omentum is attached
than when left to itself.

In umbilical hernia the sac is exposed and freely laid
open. Any adhesions which exist having been dealt with,
the bowel is reduced. The sac is then dissected out and
cut off short at the margin of the ring. A suitable pad of
omentum is next selected, the remainder being removed or
returned into the abdomen, and four sutures, passing through
the aponeuroses and peritoneum, a short distance from the
margin of the umbilical opening, are arranged as shown in
Fig. 7. After reduction and fixation of the omental

FIG. 7.

A, Margin of ring. B, Sutures. C, Omenta.’ pad.

pad across the back of the ring, in the manner indicated
in Fig. 8, the margins of the ring are brought together
by deep sutures of stout silk or tendon, which include the
peritoneum, and the operation completed by uniting the
edges of the wound in the superficial parts.
The cases of umbilical hernia in which this method may

FlG.8,

be considered undoubtedly useful are those in which the
ring is large and its margins so resistant that approxi-
mation, if not actually impossible, can only be effected
at the expense of great tension. In such cases the
adhesion of the omental flap across the back of the
umbilical orifice not only helps to prevent the margins
of the ring from dragging apart, but also obliterates
the depression along the posterior aspect of the apposed
edges, which is otherwise prone to form a fossa for the
odgment of gut which by gradual distension of the parts

leads to a reproduction of the hernia, in the same way that
the ventral hernipe seen too commonly after abdominei
section are developed. 

on repeated that the radical cure ofIt cannot be too often repeated that the radical cnre of
hernia is hardly likely to be effected with equal success ia
all cases by the same operation. I have therefore ventured
to call attention to the methods now described, not because
I think them universally appropriate, but because, when
practicable, they are in some respects better adapted for
attaining the object in view than any other plan with which
I am familiar. At the same time I wish it to be distinctly
understood that I have no desire to imply that they should
in all cases supersede other well-devised plans, notablythQSi
of Macewen, Greig Smith, and Stanmore Bishop.

Chesterfield-street, Mayfair, W.

CHOLERA IN EGYPT.
BY F. M. SANDWITH,

PHYSICIAN TO KASR EL AINI HOSPITAL, CAIRO.
(Concluded from page 604.)

Cholera at Mecca in lS91.-The pilgrims assembled at
Mecca in July, and the first case of cholera was reported
from there on the llth of that month. Upon July 17th,
the day after the sacrifice of sheep, there were twenty-three
cholera deaths among the faithful assembled at Mina, the ,

deaths numbering 140 on the following day. During the
next three days, by which time the pilgrims had returned
to Mecca, there was a daily average of 400 deaths in that
city, the numbers then declining gradually to seventy-nine’
on July 27th, because of the rapid dispersion of the pilgrims.
Cholera was thus taken to Medina, and also to Jeddah,
where the first death was reported on July 20th, and where
the deaths on July 27th numbered thirty. During the early
days of August five cholera deaths and much diarrheca were
reported from the pilgrims then kept in quarantine at E
Tor. The sanitary department again worked with a wfli
in Cairo, and wisely caused the Tantah fair to be prohibited.

DANGER OF PILGRIMAGE TO EGYPT.
It is quite certain that returning pilgrims brought cholera

to Egypt in 1831 and 1865, and it is quite possible that they
may have done so in other years, such as 1831, 1837, and
1848. Statistics in Egypt are difficult to obtain, because-
the records for the first half of this century are mislaid,
and, again, it is quite impossible to get information about,
epidemics at Mecca. It must be remembered that, besides
the years mentioned in Table I., cholera has been present
in Arabia of late years, from 1859-1865/ 1871-2, 1877-8,
1881-2-3, and again in 1890-1. In other words, during the
last thirty-three years cholera has been present in Arabia
at least sixteen times, and only three times in Egypt. This
is the more important because it is only since 1858 that the
pilgrims have returned to Suez from Jeddah by steamboat.
Immediately after the sacrifices at Mecca some of the
pilgrims at once make for Jeddah and Suez, while others
continue their pilgrimage to Medina, and return later tm
Jeddah. The earliest batch of pilgrims can never reach
Egypt till the end of two weeks after Bairam, and those

TABLE I.

Le Cholera,, par Dr. Fauvel, Paris, 1868, p. 135. Cholera in M
Africa, Dr. Christie, London, 1876.


